It is hard to imagine any field of human activity where close and accurate communication between individuals is more important than it is in the practice of medicine, and yet it is only very recently that any attention at all has been paid to this. In retrospect, in the early years of our careers we acquired whatever skills we had by listening to our seniors and copying those we admired: at best it was a haphazard system, and it made no allowance for those of us who found such personal contact difficult. I recall a colleague, many years my senior, whose knowledge and skill I greatly respected and yet whom I would never allow to visit any of my patients unaccompanied. I think he thought I was a young and eager physician, but in fact I was terrified of what he might say to the patients and preferred to be on hand to repair any damage that was done. I heard of a similar episode many years later concerning a very able, young, senior registrar who was in the habit of reducing outpatients to tears in the clinic. He did this by close and persistent questioning, having the best of intentions, yet he did not realize what a terrifying ordeal it was for those he questioned.
Traditionally, some doctors were said to have a good 'bedside manner', others not. But those in charge of medical schools hoped that those who had what was considered to be a gift would impart it by example to the young people in their charge, and there the matter was allowed to rest.
Attitudes are changing fast, and I think it is timely that the General Medical Council, with its interest in professional standards and the welfare of the patient, should be pursuing this discussion at the present time. Although I have been in general practice, I speak largely from the standpoint of a hospital doctor, as it is in this field in which I have had most of my experience.
I find it strange that so little attention has been paid to this subject. We all recognize the problems that arise when communication breaks down completely: for example, the difficulty faced by a registrar in the Accident & Emergency Department in trying to deal with a seriously ill, stuporous patient brought in by the police with no history and no known relatives; or the impossibility oftrying to establish a diagnosis on a domiciliary visit with a family doctor who has never seen the particular patient before and has no access to the previous notes. There is no doubt that some of us are better communicators than others. Some of us are very bad indeed. We have all encountered the unhappy, withdrawn, bewildered medical student who shrinks from talking to patients and positively recoils from any form of physical contact with them. Some doctors seem oblivious ofthe duty to talk to their patients, or never give the matter a second thoughtlike a busy physician sitting by the hospital bed, rapidly writing out the patient's history without ever looking up, unaware that the elderly man he is addressing is stone deafand that the patient in the next bed, who is blind, is answering his questions.
Communication does not need to be verbal. It has been my habit (and no doubt that of others) to stand up and shake the patient's hand when he, or she, comes into the clinic, and make sure that my students stand up also. This is not just good mannersyou can learn a great deal of clinical medicine from a handshake. And also by touch you establish an equality of relationship between doctor and patient, which takes much longer to achieve with words. Touch is very important in human relationships, even non-sexual ones. I think we were all surprised when we started putting patients in plastic bubbles because their defence against infection was destroyed, and we found that the greatest deprivation that we had forced them to endure was the removal ofskin-to-skin contactas even the nurses who cared for them wore rubber gloves.
In fact, communication can take many forms. When I started in consultant practice, there was a well-established country doctor not far from Oxford who had very firm views about how a medical practice should be conducted and about the social order of society. I do not believe that a male patient ever sat down in his presence: they stood in front of his desk while he talked to them. And yet he was a splendid communicator. His patients knew exactly what was required of them, and they did what they were told. And what is more they knew that ifthey or their families were in trouble, he would be there at once to help them, day or night. They were devoted to him. Today, even in traditional rural England, such behaviour would no longer be acceptable. The older doctorpatient relationshiphalf-father/half-child, halfmaster/half-servanthas already given way to a consultation where the doctor offers guidance and seeks the cooperation of the patient, and this in turn is being replaced by the patient's active participation in management. Such participation is essential in these days of complicated and often very dangerous therapeutic regimens, and it becomes particularly important when careful instruction and thorough education are needed, say, to change a whole lifestyle, e.g. the insulin-dependent diabetic or a patient on renal dialysis. I said at the beginning ofthis paper that discussion today is timely. Timely because our profession must recognize the need for change, and be ready to accept its challenge. There is no doubt that pressures are mounting. Better education and greater expectations have led men and women everywhere to be less tolerant of symptoms, and of untreated chronic disability. In the modern social environment the old barriers of caste and social class have been swept away. Much of what has happened is good, but it has brought with it an intolerance of authority and a demand for the recognition ofan individual's right to run his own life in his own way. And I suspect that even the provisions ofthe new Data Protection Act are an expression of the same attitude. Unhappily, in the face of these mounting pressures, too many members of our profession are giving the impression that they are too busy to give the time to listen to their patients; on all sides you hear 'My Doctor is too busy to talk to me', 'My doctor never tells me anything', 'My doctor doesn't come and visit me now, and I am too old and infirm to go to the surgery'. Or, in hospital, a twohour wait is followed by a two-minute consultation, by an unknown doctor, who seems even unable to find the proper place in the hospital notes. These are caricatures, but only just.
The medical profession is arraigned by the press and other media as being both callous and indifferent, and more and more members of the public are turning to fringe medicine and faith healers, under whose guidance they will thankfully exchange the benefits of modern scientific practice for the advantages ofindividual attention and pastoral care.
David Brodie, who has written a great deal about this subject, gives four reasons why communication with patients has traditionally been less good than it should have been. Firstly, it was widely held that many patients simply were not able to understand the complexities of diagnosis and the details of their treatment, however carefully the matter was explained. This may have been true 50 years ago, but it would be an affront to the public of this country to maintain that it is true today. Secondly, it was considered that many patients had a psychological block which prevented them from seeking to know their own diagnosismany preferring to leave the whole matter in the hands of the doctor. I think this is true in some cases: I have certainly looked after medical men who held this view. One eminent physician, who was my patient, went further: he knew his diagnosis just as well as I did, but he preferred not to be told, and he actually took the subterfuge to the point where he chided me for poor analysis of the evidence when I offered him a less likely, but to him more acceptable, diagnosis to account for his symptoms.
The third ofBrodie's reasons was that it would take too much time to explain everything to each patient, a reason that reflects badly, not on the patient but on the doctor, or at the very least on the system within which he has to work. As a profession we have been far too tolerant of a staffing structure that permits overcrowded surgeries and clinics and understaffed emergency services.
The fourth reason given is that to tell the patient the diagnosis, to explain the results of the investigations, and to discuss the likely effect of treatment and the prognosis, will serve only to increase his anxiety. This premise is certainly not supported by the evidence. Whenever it has been studied, it has been shown that anxiety is increased by indecision and the fear of the unknown, while careful, kindly, explanation of the facts-even if they contain bad newsallays anxiety and sets the patient's mind at rest.
To Brodie's four traditional reasons, I would add three more which make communication difficult. The firsta minor oneis the barrier of language, and to a lesser extent ofculture, that exists between so many of the doctors who work in this country and the public. The need to provide evidence of proficiency in English before even limited Registration can be obtained is a good step forward, but there are still quite a number of doctors in the United Kingdom whose command of English falls short ofwhat is to be desired. And no matter how able, or conscientious, young doctors from overseas may beand many are boththeir ability to communicate with patients is severely limited iftheir command ofEnglish is faulty. In the past the situation was aggravated because many overseas doctors held posts in psychiatric or geriatric departments in hospitals in parts of the country where the people themselves have pronounced local dialects and are difficult to understand.
My second reason stems from the fact that in hospital more and more doctors work in teams, with many graduates holding supernumerary clinical posts, and almost all of them take part in patient care from time to time, while resident staff in training rotate at relatively short intervals through several different departments, spending at most a few months in each. As a result, it is commonplace for a patient to see one doctor at the first outpatient appointment, a second, third and fourth whilst an inpatient, and again a total stranger on returning to the clinic for the follow-up appointment. None of these can know exactly what has been said to the patient about diagnosis, treatment or chances of recovery, and the possibilities for total failure of communicationor worse, gross misinformationare limitless.
On my own unit some time ago we were guiltyunwittinglyof a serious failure of communication, which I believe had disastrous consequences. A young male patient was suffering from a malignant tumour of his heart, which was complicated by a recurrent pericardial effusion. The preregistration house physician who was looking after him became very skilful at tapping the effusion, and both the patient and his young wife developed a strong attachment to this young doctor and trusted him implicitly. At the end of three months, as part of our normal practice, we moved the doctor to another ward so that he would get a different type of experience with emphasis on different specialties. His replacement was less skilful and we realized too late that we had removed the major prop that was helping this young man and his wife to make the most of their last few weeks together.
Finally, there are the problems caused by the advance of the technology and the science of medicine. This is often portrayed as a major reason for a breakdown in communication. It is true that a fascination with technique tends to diminish the importance of the subject as a person, and the wonder and delight at what can now be done may cause the fears and worries of the patient to be overlooked. But it need not be so. I well recall the words of the late Sir George Pickering: 'Patients love to take part in research. They like to feel their doctor knows more about their illness than anybody else. It gives them great confidence.' This was certainly true of Sir George's patients, and I suspect that it is almost always the case if the research is a personal project.
The difficulties arise when the studies involve a team of doctors and a large number of technical staff. For example, a patient with a carcinoma of the bladder being treated at a regional oncology unit may be attending one hospital for his chemotherapy, another for his cystoscopy and a third for radiological examination. And unless the family doctor is very much in charge of the whole programme, things can go sadly awry.
It would not be fair for me to convey the feeling that all the pressure for change is coming only from patients and the public. As doctors we have a much less Olympian view of our powers than in former times. We know only too well that nobody can encompass all there is to know about medicine, even in a limited field of study. We are all becoming much more aware of the psychological and social aspects of disease, and of the need to record and study the effects ofthe impact of an illness on a patient and his family. Studies ofthe best ways ofdelivering primary care have marched hand in hand with scientific and technological advance. Recruitment into the profession has been excellent. For ten to fifteen years we have been privileged to draw into our ranks many of the most able young men and women at the universities, and it is gratifying to realize that, for them, one of the main attractions of medicine is a genuine desire to help others.
In the United States of America most medical schools now have formal courses in communication skills, and in the UK things are also beginning to move. The Royal Colleges of General Practitioners and of Psychiatrists have been pioneers in the field, and have gone much further than the rest of us in recognizing the part played by good communication with patients in successful clinical practice. The undergraduate medical schools are beginning to include this important topic in their curricula.
What, then, can those of us who are already in practice do to improve matters? I suppose the most important thing is that we should consider carefully how we ourselves, behave. I used to think that I was good at communicating with patients; now I am not so sure. Not long ago I took part in a mock MRCP examination at the end of a postgraduate course. The organizers asked me if I would mind if they made a videorecording of the proceedings. I said I had no objection providing they asked the patients (it is interesting that none demurred) and for a whole day while I conducted vivas and long and short case examinations, the camera stared down at me, forgotten, in the corner ofthe room. At the end ofthe day I had about forty-five minutes to wait for my train, and suggested that we might have a look at the video. I was appalled. I had always thought of myself as the most benign of examinersnot so! I came over as an aggressive examiner, at times quite impatient with the candidates; the video also showed up faults in the candidates' examination technique that I had overlooked at the time. Maybe I would get an even worse shock if I could see myself talking to a patient, and perhaps be even more shocked still if I could see the way in which the patient was reacting to what I had to say. I believe it is an experience that all of us, even the most senior, could have with benefit.
We must learn to change many of our established habits. We must learn to receive not to take a history. We must remember to begin each interview with open-ended questions, and to reserve the traditional inquisitorial questionsfor example, about the location, intensity and radiation of painfor later, when the choice of possible diagnoses has been narrowed down. We should set aside enough time for a thorough physical examination, not only so that important signs shall not be missed, but to allow time for the patient to develop confidence in what we are doing, and to feel that we are interested in every aspect of his case, no matter how trivial it may appear to be. We must devote much more time to the explanation of the findings and the results of the investigations. We must be prepared to use written instructions and diagrams to make sure that the patient understands what we have to say, we must discover his reaction to his illness and his fears and hopes about prognosis and recovery, and we must involve his active participation in his management.
So far I have discussed solely the relationship between doctors and patients, but communication in medical practice includes much more than this. It involves contact between doctors and other health care workers; between family doctors and hospitals; between clinics and health centres; and between hospital specialists and those who work in the community. In hospital, things are in some ways better than they were, in others worse. We have fewer battles these days to get the report of the social worker, or the summary of the psychiatric notes, included in the case notes. But off-duty rotas, the difficulty of cross-cover between wards and departments, and the fact that so many staff of all grades, including nurses, are part-time, have all highlighted the need for a better system of recording information and handing it on to the team on duty. Too often the 'Kardex' is the only record available to a doctor on reliefduty in a sudden emergency in the middle ofthe night. Moreover, the cuts imposed by the National Health Service inevitably have fallen disproportionately on the non-clinical services, including the Secretariat. As a result, communication between us has worsened and the whole system has slowed down. Sadly, we have come to realize that it is not much help making a rapid diagnosis, with important implications for treatment, if the letter putting the family doctor in the picture takes four weeks to reach him and the summary ofthe case notes follows six months later.
Finally, to return to the beginning. What can be done at the GMC to improve the standard of patient care? I am reminded ofthe saying that you could only influence a man by talking to his grandfather. Well, in the GMC we are the grandfathers. We have an opportunity to influence our children and their children. It is up to us to ensure that undergraduate medical schools, and those responsible for postgraduate courses, are made aware of the duty to see that all those in training are helped to acquire skill in the art of communication with patients. If we default we cannot hope to keep the confidence ofthose we are trying to serve, nor can we realize fully the potential of modern medical practice.
